Two hundred Asian and 100 each of African, Chinese, and Scottish children were screened for intestinal parasitic infestations, salmonellosis, brucellosis, hepatitis B antigen (HBsAg), and tuberculosis. There was a fairly high incidence of Giardia lamblia among Asian and Scottish children and of Trichuris trichiura among the Chinese. Hookworm ova were seen only in African children. There were no chronic carriers of Salmonella or Brucella, and no one was suffering from salmonellosis or brucellosis. Tuberculin sensitivity was found in only 4% of immigrant and 1% of Scottish children: the difference was small and neither figure suggests a continuing high incidence of tuberculosis in Glasgow. Only seven immigrant children were found to be HBsAg carriers. Among the families of these carriers there was a high incidence (84%) of HBsAg or antibody (HBsAb).
Introduction
Large-scale immigration into the United Kingdom has brought with it the problem of imported infections. [1] [2] [3] [4] [5] [6] To assess whether immigrant children from tropical and subtropical countries have transmissible infections and infestations that might constitute a health hazard to native Scottish children we designed a survey to compare health and nutrition in Asian, African, and Chinese children with those in Scottish children of similar social background. 7 We report here our preliminary findings on the prevalence of intestinal parasitic infestations, salmonellosis, brucellosis, hepatitis B antigen (HBsAg), and tuberculosis among children who were examined in 1974. The Asians were all from the Indian subcontinent, the Africans from various parts of Africa, and the Chinese from Hong Kong. The term Scottish means local White children.
Patients and methods
There are about 12 000 Asians, 1100 Africans, and 3000 Chinese in Glasgow. The immigrant community is mainly concentrated within two major areas on either side of the River Clyde. The children studied came from two schools north of the Clyde. Preschool siblings in the same families were also asked to attend. Forms explaining the purpose of the survey with translations into Urdu, Punjabi, Hindi, and Chinese were given to the parents of each family. The children of parents who agreed to participate were studied at a special clinic held by one of us (KMG) at the Royal Hospital for Sick Children, Glasgow.
Five hundred children (200 Asians and 100 Africans, 100 Chinese, and 100 Scots) from 172 families were studied (table I) . The children were aged 6 months to 16 years. Two hundred and eighty-eight of the immigrants were born in the United Kingdom. Almost half the children (217; 102 Asians, 12 Africans, 38 Chinese, and 65 Scots) came from homes with more than two people per room. Sanitation in most of these homes was relatively good, however, and almost all had inside lavatories.
Examination of faeces-A total of 1015 stool specimens from 457 children were examined. One, two, or three specimens of faeces were submitted by 30%0, 34",,, and 36% of children respectively. Faeces emulsified in (a) saline and (b) Lugol's iodine were examined microscopically for vegetative parasites, ova, and cysts. Other specimens were similarly examined for ova after zinc sulphate and formol ether concentration. Specimens were cultured by direct plating on MacConkey and deoxycholate citrate (DCA) plates and by inoculation of Selenite F and tetrathionate enrichment broths, which were subcultured on MacConkey and DCA plates after overnight incubation at 370C. MacConkey plates were examined for enteropathogenic Escherichia coli serotypes by screening lactose-fermenting colonies with polyvalent antisera (Wellcome), and positive colonies were taken to titre with specific antisera. Non-lactose-fermenting colonies on MacConkey and DCA plates were subcultured on urea and nutrientagar slopes. Urea-negative colonies were then screened for salmonellae and shigellae using polyvalent antisera (Wellcome). Agglutinating colonies were examined biochemically (using the API system) and simultaneously taken to titre in tube dilution tests with specific The low level of Widal agglutination titres to both H and 0 antigens in immigrant children was probably due to a previous infection, as these children came from areas where enteric fever is endemic. The level of H agglutinins in normal serum varies to a greater extent in different parts of the world than the level of 0 agglutinins. 9 In countries in which enteric fever is prevalent appreciable H titres may be found in the absence of overt infection. As these children were symptom-free and the faecal specimens were repeatedly negative for salmonella organisms it seems that they were neither chronic carriers nor suffering from an active infection.
Only immigrant children, mainly from farming villages, who were known to have drunk raw milk showed serological evidence of Brucella abortus or Brucella melitensis antibodies. The low titres indicated that these children were not suffering from active brucellosis but had probably suffered from infection in the past. Poole10 reported that sometimes high titres are found in healthy members of the rural community.
In There is no simple certain way of knowing whether the blood of an HBsAg carrier is infectious. The available evidence suggests that carriers in the health care professions are not sources of infection to their patients."3 14 It is unlikely therefore that these children are a source of infection to their classmates, but the lack of data on hepatitis in children indicates caution and a need for further studies.
Although we studied only a few families our results show that HBsAg can spread within the family. They also show how a reservoir of hepatitis B infection can be maintained from one generation to the next,'`16 even though, as is the case in Scotland the prevalence of HBsAg carriage and acute hepatitis B infection within the community may be comparatively low. The higher prevalence of HBsAg in immigrant children, and, by implication, in the immigrant community, suggests that the reservoir is being maintained at a higher level than was the case before mass immigration.
The low prevalence of tuberculin sensitivity in immigrant children in this survey (1 25'o) probably indicates a decline in tuberculosis in this group. This is possibly due to the fact that 720, of the immigrant children in this survey were born in the United Kingdom and 94",) had had BCG vaccination irrespective of the country of origin. The notification rate among immigrant children in Glasgow is lower than that in the native-born group. From 1971 there were 98 notifications of both pulmonary and non-pulmonary tuberculosis in children. Only 12 cases were in immigrants.'7 The policy of taking chest radiographs of immigrants from countries where tuberculosis is prevalent at the port of entry and of giving BCG vaccination to children in their country of origin and in the United Kingdom has promoted this decline. Springett5 reported that if exposure to tuberculosis before migration were an important factor in determining clinical infection after migration then it would be reasonable to expect that notification rates would be at their highest shortly after arrival and would decline with length of stay in this country. If this trend continues the immigrant children will soon be out of the high-risk group.
Immigrant children clearly do not constitute a major health hazard to the indigenous population. This is reassuring, especially as some members of all the Chinese and many of the Asian families in this survey worked as food handlers in restaurants or in grocery shops. We suggest, however, that a similar survey of children from various racial groups should be carried out in other parts of the United Kingdom so that the results could be compared. 
